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De Rebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





THE RIDDLE OF KOREA 


As a plain American citizen the writer 
cannot qualify as an expert on foreign policy, 
nor can any other “uninformed” person in 
these United States or in the free world. A 
literate person can read the ordinary news 
or the daily comments of newspaper co- 
lumnists, right-wingers or left-wingers, and 
listen to radio commentators, either au- 
thoritative news analysts or radio gossips, 
and still be far away from the conclusive 
truth about Korea, and the rest of the foreign 
policy of our country. For the ordinary 
citizen of America is unable to distinguish 
between the truth and propaganda—the 
latter either home-produced or of foreign 
origin. 

Therefore, what I have to write in this 
column consists of random thoughts on this 
subject of our foreign policy; the United 
Nations; and Korea. In the past several 
weeks I have pointedly asked practically 
every person I have seen a very simple 
question—“Who is your choice for presi- 
dent?” I have kept no record of the answers 
but I have been astounded by the following 
very frequent, strange retort—“I am waiting 
to see what ‘they’ say about Korea”! ! 


ANALYSIS OF ANSWER 


An analysis of this unexpected answer 
could lead one into very peculiar fields of 
conjecture. Does this answer mean that the 
first candidate who denounces the Korean 
dehacle and promises to bring every Ameri- 
can soldier home the day after election will 
automatically be elected? Are we to conclude 
that the average American is “fed-up” on a 
war that we cannot lose or cannot win, and 
is particularly against the sacrifice of Ameri- 
can lives in a “hopeless” contest? Or, are we 
confronted with a well-educated group of 
Americans who know that Marxist Socialism 
(Communism) calls for the violent over- 
thro of all free and capitalistic states? The 
latter undoubtedly feel that Russian ag- 
gression must be stopped somewhere—why 
not Korea? The election of the next president 
may hinge on each candidate’s guess on what 
the people want in or out of Korea. 

The next president of these United States 
is going to inherit the problem in Korea and 
a greater problem in the United Nations. 


There are few people who have no opinion 
or have the presidential by-word, “no com- 
ment,” on these two controversial matters. 
Then why not read the writer’s opinion? 


TOSS SOVIETS OUT 


Regarding Korea, the writer believes that 
all of the free world should enter into the 
defense of freedom—vwith fighting forces and 
with an economic blockade of Communist 
China and Russia. As long as our so-called 
allies supply our communist enemies with all 
types of military and non-military pro- 
visions, wé are fighting a losing battle 
against an enemy with material abundance. 

The eighty-six million dollar building of 
the United Nations is being used as a pro- 
paganda podium by the unfit Russians. 
Every freedom-loving nation in the world 
knows that the Russian program is one 
of militant aggression. With this knowledge, 
why go through the motions of allowing 
Russia or its satellites to remain in the 
United Nations—an organization dedicated 
to freedom and to peace? We should kick 
Russia out of the U. N. and go on about the 
ideological program of this body. And let 
the Soviets make the most of it! They would 
at least have to buy their own radio and te- 
levision time. 





Fiske Fund Prize Dissertation 


The Trustees of the Caleb Fiske Fund of 
the Rhode Island Medical Society announce 
the following subject for the prize disserta- 
tion of 1952: “The present Status Of Anti- 
Coagulant Therapy.” 

For the best dissertation a prize of $200 
is offered. Dissertations must be submitted 
by December 1, 1952, with a motto thereon, 
and with it a sealed envelope bearing the 
same motto inscribed on the outside, with 
the name and address of the author within. 

The successful author will also agree to 
read his paper before the Rhode Island Medi- 
cal Society at its Annual Meeting on May 7, 
1953. Copy must be typewritten, double 
spaced, and should not exceed 10,000 words. 
For further information write the Rhode 
Island Medical Society, 106 Francis Street, 
Providence 3, R. I. 
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APHORISMS 


TRUTHS AND CONCEPTS CONCERNING 
THE CARDIOVASCULAR SYSTEM 


(CONTINUED) 
By Andrew M. Babey, M. D., Las Cruces, N. M. 


(35) 

“Next to aortic regurgitation, the latest 
pulse pressure and the biggest jump of the 
pulse that we see is in arteriosclerosis with- 
out any other lesion.” — Richard Cabot, Case 
Records, Case #6491 1920. 


(36) 

“The presence of this rub does not indicate 
that no fluid is present; for a pericarditic rub 
does not disappear on the occurrence of effu- 
sion the same way that a pleuritic rub does. 
Pericarditic fluid accumulates below and be- 
hind and pushes the heart forwards and up- 
wards so that a rub may still be audible in 
the sternal region or to the left of it even 
when the pericardium contains a large amount 
of fluid.” — Herbert French, Differential 
Diagnosis, Wm. Wood & Company, Balti- 
more, 1936, page 258. 


(37) 

“One of the extraordinary things about 
congenital heart disease is the way it tends 
to abolish all second sounds. As a rule when 
we listen we hear just a systolic murmur. 
No first sound, no second sound; nobody 
quite knows why.” — Richard Cabot, Case 
Record #6132, March 30, 1920. 


(38) 

“In the active carditis of the childhood 
period, there are four chest complications 
which should be looked for: pleurisy, pneu- 
monia, basal collapse due to compression and 
acute edema.” — Carey Coombs, Rheumatic 
Heart Disease, Wm. Wood & Company, 1924, 
page 258. 


(39) 
“The cardiopath tends to become a neuro- 
path.” — (Mackenzie) Lindsay, Aphorisms, 
etc., H. K. Lewis & Company, 1923, page 5. 


(40) 

“Vomiting and cyanosis are of grave 
augury in pericarditis.” — Lindsay, Loc. cit., 
page 77. 

(41) 

“If there is constant quickening of the 
pulse during inspiration, auricular fibrilla- 
tion is not present.” — (Thomas Lewis) 
Lindsay, loc. cit., page 77. 


(42) 

“Pulmonary infarction is a common com- 
plication of congestive failure from any cause 
but particularly when mitral stenosis is pres- 
ent. It is often overlooked. It may account 
for inability of a failing heart to respond to 
treatment.” — H. Levine and P. White, Arch. 
Int. Med., 60:39, 1937. 


(43) 


“There is no essential difference in the 
clinical course of the patients with active 
bacterial endocarditis with or without bac- 
teremia .... except possibly that the non- 
bacteremia cases are more likely to develop 
renal insufficiency as an outstanding feature 
of their illness.”” — Chester Keefer, Ann. Int. 
Med., 11:714, 1937. 


(44) 


“It is a mistake to diagnose pericardial 
effusion in rheumatic heart disease except 
on the very strongest evidence available.” — 
Carey Coombs, Rheumatic Heart Disease, 
Wm. Wood & Company, Baltimore, 1924, 
page 252. 

(45) 


“The character of the heart sounds whether 
first or second, is on occasions of great help 
in the diagnosis of cardiac conditions, but the 
idea that one can gauge the functional effi- 
ciency of a heart by the loudness of sounds 
is altogether fallacious.” — J. Linnell and 
W. A. R. Thomson, Brit. Med. Jour., 2:442, 
1938. 


(46) 
“Contrary to current teaching, a systolic 
murmur at the mitral area is the commonest 


murmur in mitral stenosis, not a presystolic.” 
— J. Linnell and W. A. R. Thomson, loc. cit. 


(47) 

“The pain of angina pectoris is typically 
retrosternal, not precordial as is commonly 
believed .... The pain is never ‘stabbing’ in 
nature.”—J. Linnell and W. Thomson, loc. cit. 


(48) 
“It is commonly believed that an electro- 
cardiogram taken after a coronary thrombo- 
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sis invariably shows characteristic abnorma- 
lities. This is not so. Very occasionally it is 
normal in every particular.” — J. Linnell 
and W. Thomson, loc. cit. 


(49) 

*. . Aneurysm of the thoracic aorta 
scarcely ever causes dysphagia with regurgi- 
tation of food, although it may occasionally 
be accompanied by some discomfort in swal- 
lowing.” —J. Linnell and W. Thomson, loc. cit. 


(50) 

“Movement of the legs will tend to decrease 
the swelling of the lower extremities unless 
the exercises are extreme; that is, mild to 
moderate exercise favors the circulation, 
standing still does not. We note this in pa- 
tients with chronic constrictive pericarditis, 
varicose veins and even mild heart failure.” 
— Paul White, New England J. Med., 219: 
490, 1938. 

(51) 


“The liver may pulsate in the absence of 
tricuspid stenosis when there is a high de- 
gree of congestive failure. Functional tricu- 
spid regurgitation with heart failure and 
engorgement of the liver may be accompanied 
by pulsation of the liver.” — Paul White, 
New England J. Med., loc. cit., page 490. 


(52) 
“Nocturnal dyspnea may be due to pulmo- 
nary infarction.”” — Paul White, loc. cit., 


page 491. 
(53) 


“In many cases of angina pectoris both the 
physical and the electrocardiographic exami- 
nation are entirely negative.”” — Frank Wil- 
son, Association of Life Insurance Medical 
Directors of America, 24:96, 1937. 


(54) 

“The very bad reputation which low- 
voltage complexes have acquired rests upon 
studies carried out in hospitals where a large 
percentage of low-voltage complexes are (of 
abnormal shape as well as size). Electrocar- 
diograms in which the ventricular deflections 
are small but normal in every other respect 
are not necessarily of serious import.” — 
Frank Wilson, loc. cit. 

(55) 

“No statistical study is available which 
gives an adequate idea of the frequency of 
P-R intervals of 0.21 and 0.22 second in the 
electrocardiogram of persons who appear to 
be in good health, but I believe that they are 
not extremely uncommon, and I doubt that 
they have any serious prognostic signifi- 
cance.”’ — Frank Wilson, loc. cit. 
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(56) 


“On the whole, a prolonged QRS interval 
is a considerably more reliable sign of cardiac 
disease than a prolonged P-R interval.” — 
Frank Wilson, loc. cit. 


(57) 


“It is doubtful whether electrocardiograms 
which appear to be normal apart from the 
small size of the QRS deflections have an 
important significance unless the reduction 
of voltage is extreme.” — Frank Wilson, loc. 
cit. 

(58) 


“It is my impression that conspicious right 
axis deviation after the age of 40 is almost 
always abnormal.” — Frank Wilson, loc. cit. 


(59) 


“Constipation is the rule in cardiac or 
cardiorenal disease with stasis.” — Richard 
Cabot (source uncertain). 


(60) 

“Pericardial friction sounds often change 
from hour to hour, and many disappear and 
reappear in the course of a day.” — Richard 
Cabot (source uncertain). 


(61) 


“Systolic and presystolic murmurs at the 
apex of a very large heart may have little 
significance.”” — Richard Cabot (source un- 
certain). 

(62) 


“When the pericardial friction sound is 
single, auscultation may fail to distinguish it 
from a valvular murmur, and especially so 
when the single friction sound is heard most 
distinctly over the situation of the valves.” 
— Thomas Addison’s Works, New Sydenham 
Soc., London, 1868, 36:65. 


(63) 


“So far as auscultation is concerned, the 
double friction sound of pericarditis if heard 
toward the base of the heart might be mis- 
taken for the see-saw murmur of imperfect 
aortic valves or vice versa. The character of 
the pulse alone would be almost sufficient to 
decide the question.” — Thomas Addison’s 
Works, loc. cit. 


(64) 

“In certain disease of the heart, especially 
when the organ is enlarged it is difficult or 
impossible, accurately to localize the mur- 
murs, however distinct or obvious these 
murmurs may be.” — Thomas Addison’s 
Works, loc. cit. 
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The 
Presidents Column 


By Dr. James S. Walsh, Douglas, Arizona 


President, Southwestern Medical Association 


This will be my twelfth and last literary 
effort as your president. In reviewing what 
has been written I seem to have painted a 
pessimistic picture of the state of the nation 
and the future of medical practice in this 
country. I don’t believe this picture has been 
exaggerated. I believe the tenure we have 
on democracy and freedom is extremely 
fragile. However, the picture is not all 
gloom ; in spite of the threat of a socialization 
and in spite of a government actively anta- 
gonistic to the private practice of medicine, 
giant strides have been made. 


In almost every field of medicine revo- 
lutionary discoveries have added immeasur- 
ably to our knowledge and to the weapons we 
may use to conquer disease. The stimulus of 
this progress has come from a free system of 
medicine and a profession unrestricted by 
government regulation and red tape, and has 
resulted in the best medical care of any in the 
world today. It is inconceivable that the 
quality of American medicine could be im- 
proved by any system of socialization. That 
such a threat exists can only be credited to 
the power of propaganda, for surely no one 
in this country would want to trade the me- 
dical care he has for that available in Eng- 
land, Russia or any other country embracing 
socialism or communism. 


A small group of socialistic thinkers, many 
of them on the Federal payroll and in po- 
sitions of influence, aided by political op- 
portunists, always eager to climb aboard any 
band wagon that promises to be popular with 
the voters, have convinced an amazing 
number of people that our system of medical 
practice is inadequate and that the medicai 
profession is not quite honorable. 


This immediate threat has been aborted 
and the future appears considerably brighter 
no matter who wins the coming election. 
General Eisenhower has repeated and firmly 
stated his stand opposing socialized medicine. 
Governor Stevenson has avoided the subject, 
and it might be implied that he would not be 
the champion of compulsory health insurance 
that President Truman has been. In either 
event it seems unlikely that the advocates of 
socialized medicine will enjoy the complete 
blessing of the next occupant of the White 
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House, as has been their pleasure for the past 
20 years. Without such support it is reason- 
able to suppose that their progress will be 
slowed down and it can be hoped that we 
have not already traveled down the road to 
socialism beyond the point of no return. 





Reserve Legislation, Professional 
Panels Featured at Military 
Surgeons’ Meeting 


Reserve officers of the medical services of 
the Army, Navy and Air Force will be given 
complete information on all new directives, 
including pending Congressional legislation, 
governing their commissions, active duty 
requirements and retirement benefits in one 
of the feature presentations of the 59th 
annual meeting of the Association of Military 
Surgeons which will be held at the Statler 
Hotel, Washington, D. C., Nov. 17-19, under 
the presidency of Major General Harry G. 
Armstrong, Surgeon General of the Air 
Force. Point credits for retirement will be 
given all eligible reserve officers attending 
the scientific session. 

President Truman has been invited to 
speak at the traditional banquet of the As- 
sociation on the evening of Nov. 19. 

In addition to the “Symposium on Reserve 
Affairs,” during which questions of reserve 
officers will be answered by a board. of 
experts, separate panels will be conducted for 
physicians, dentists, veterinarians, and 
allied scientists. Nurses, dieticians, physical 
therapists and occupational therapists will 
hold a joint panel meeting for all female 
officers of the federal services. 

The program will include the following 
speakers: Louis H. Bauer, M. D., President 
of the American Medical Association; Dr. 
Otto Brandhorst, President of the American 
Dental Association; Melvin Casberg, M. D., 
Chairman, Armed Forces Medical Policy 
Council; Brig. Gen. J. A. McCallam, Presi- 
dent-elect, American Veterinary Medicine 
Association; Rear Admiral Lamont Pugh, 
Surgeon General of the Navy; Isador S. 
Ravdin, M. D., Philadelphia, Pennsylvania; 
Howard A. Rusk, M. D., New York City, New 
York; Brig. Gen. Oscar P. Snyder, Dental 
Corps, USA; Brig. Gen. William L. Wilson, 
USA, Federal Civil Defense Administration. 
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SKIN PATTERNS OF ALLERGY TO PENICILLIN 
By H. D. Garrett, M. D. and Leslie M. Smith, M. D., El Paso 


Every physician in practice is confronted 
with the possibility that any individual to 
whom penicillin is administered may become 
sensitized to that antibiotic and develop an 
annoying, and at times disabling, eruption 
of the skin. The cutaneous disturbances may 
vary from a mild pruritus or redness to an 
intense urticarial-serum sickness type dis- 
order. In many instances the penicillin is 
utilized in a relatively mild infection, such as 
an acute respiratory infection, in the hope of 
preventing complications such as occur from 
this infection, only to have the penicillin 
produce by an allergic reaction a disablity 
which may actually disable the patient longer 
than would the complication for which the 
drug was administered originally. 

Penicillin has been incorporated into 
practically every product which the individu- 
al may conceivably breathe, chew, drop or 
spray; tooth powder, nose sprays, troches, 
chewing gum, eye drops and ear solutions 
containing penicillin are recommended by 
neighbors to each other, usually without the 
sanction of a physician. Since oral sensi- 
tization is perhaps the most easily acquired 
of the penicillin sensitivities, the indiscrimi- 
nate use of pencillin products taken orally 
has resulted in a marked increase in contact 
type reactions observed in the oral cavity, 
as well as systemic effects of an allergic na- 
ture. Individuals who have become sensitized 
in the treatment of trivial disorders may 
be deprived of the remarkable benefits to 
be derived from penicillin at a time when it 
is most essential that such an antibiotic be 
administered. 


TWO CAUSES 


Sensitization to penicillin may occur either 
from the parenteral administration or from 
absorption into the mucous membrane of the 
oral cavity, vagina or rectum. The penicillin 
may produce on the mucous membrane a 
localized contact type dermatitis or by ab- 
sorption from the surface a systemic reaction 
resulting in the appearance of one of the 
cutaneous eruptions produced by penicillin 
sensitivity. Penicillin applied topically is 
known to be a potent sensitizing agent and 
its use is not generally recommended, par- 
ticularly over large areas of denuded skin; 
more drug is absorbed from a larger area 
and, therefore, the incidence of sensitivity is 
increased. Equally effective topical antibiotic 
preparations with less sensitizing potential 
are available and these should supplant the 
local use of penicillin. 


SOUTHWESTERN MEDICINE 


Page 401 


Allergy to penicillin, as in all drug 
allergies, is most commonly seen in the adult 
individual; penicillin sensitivity reflecting 
itself in the skin is much more commonly 
seen in the male than in the female. Peck 
and his associates (1) in extensive studies of 
penicillin sensitivity found that males de- 
veloped eruptions 5 times as frequently as 
females; this is explained by the fact that 
males have a much higher incidence of 
dermatophytosis with its associated der- 
matophytid reactions. Lewis and Cormia (2) 
had previously demostrated the close an- 
tigenic relationship between penicillin strains 
and the fungi responsible for the common 
tinea infections of the skin. These observers 
and others have noted the high percentage of 
cross-reactions in skin testing intradermally 
with penicillin and trichophytin extracts. 
Thus, penicillin may theoretically and ac- 
tually produce an exacerbation of cutaneous 
lesions produced originally by its “cousin” 
trichophytin. 


CUTANEOUS ERUPTIONS DUE TO 
PENICILLIN ALLERGY 


I. Produced by topical application of 
penicillin 
A. Contact reaction of mucous 
membrane 
B. Contact reaction of skin 
Produced by systemic administra- 
tion of penicillin 
A. Urticarial, including serum 
sickness type reaction 
Erythematous and erythema- 
tovesicular (“‘id’’) 
Purpuric 
Exfoliative 
Erythema multiforme 
Papular urticarial 
Bullous (with or without he- 
morrhage) 
Fixed eruption 
Occurring secondarily to penicillin 
administration 
A. Moniliasis 
B. Black hairy tongue 


Contact dermatitis manifests itself as a 
vesicular eruption involving the portion of 
the skin or mucous membrane which has 
become sensitized to the penicillin. The pres- 
ence of a vesicular eruption in the oral cavity 
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should raise the question of recent use of 
a troche or tooth powder containing peni- 
cillin (3). Contact dermatitis of the hands 
occurs frequently in physicians or nurses 
handling penicillin for injection. 


URTICARIA 


Urticaria in varying degrees is the cu- 
taneous eruption from allergy to penicillin 
most commonly observed. Whealing may 
occur only at the site of injection or it may 
reach the proportions of a severe urticarial 
involvement of the entire body. A typical 
patient of the serum sickness reaction type 
presents himself with eyelids swollen shut, 
tongue edematous, lips and ears tensed with 
edema, trunk and extremities covered with 
wheals of all sizes, hands and feet twice their 
normal size and joints painful on motion 
because of the intense edema in their synovial 
surfaces. Pruritus is usually severe and the 
patient is often practically demented from 
the torture of the urticaria. Some urticarial 
lesions may become so tense that bullae are 
produced in their centers by edematous pres- 
sure. The urticarial eruption most often 
appears from 7 to 21 days following the ad- 
ministration of penicillin, thereby deriving 
the name of a “delayed” reaction. This delay 
in the appearance of the eruption following 
the penicillin ingestion or injection often 
misleads the physician not familiar with the 
length of time required for the development 
of an allergic reaction of this type. 


An erythematous or erythematovesicular 
eruption in oval or circinate configurations 
occurring on the trunk and extremities is the 
next most commonly observed allergic re- 
action following penicillin sensitization. This 
frequently occurs as an “immediate” reaction 
within 2 to 36 hours after the drug is given 
and may begin as a reddish or purplish blush 
in the groin and axillary regions; the oval, 
erythematous lesions of the trunk and ex- 
tremities appear after 48 hours ordinarily. 
Prior sensitization of the skin of the trunk 
and extremities by fungi or their products 
accounts for the distribution and character 
of the penicillin eruption, and this fact causes 
this type eruption to be commonly called an 
“id” or “trichophytid type” penicillin allergy. 
Flares of dormant tinea infections of the 
toes or feet occur often following penicillin 
injection because of the close relationship of 
the medicament and the fungi responsible for 
the tinea infection. 


RARER ERUPTIONS 


Less frequently seen eruptions after pe- 
nicillin include erythema multiforme, pur- 
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pura (4), bullae with or without hemmor- 
rhage (5), papular urticaria, generalized ex- 
foliation (6), or fixed eruption (7). Penicil- 
lin appears capable of producing almost any 
type of dermatitis in individuals who have 
become sensitized to penicillin. 


Moniliasis is a very frequent complication 
of antibiotic therapy. The mucous membranes 
are commonly involved because the yeastlike 
organism, Candida albicans, responsible for 
this disease is a normal inhabitant of such 
areas as the mouth, vagina and rectum. Pre- 
sumably, the cause of this complication is 
a disturbance in the synergistic balance 
between organisms constituting the normal 
flora of an area of mucous membrane or skin 
flexure produced by the antibiotic utilized 
therapeutically. As a result of the imbalance 
the yeastlike organisms flourish out of pro- 
portion to their normal growth because some 
inhibiting substance, the nature of which is 
as yet unknown, has been temporarily de- 
creased or destroyed by the antibiotic. In 
the mouth or vagina, moniliasis appears as 
whitish, sharply-marginated patches overly- 
ing an erythematous base; in the intertrigi- 
nous areas, such as under the breasts and in 
axillae and groin, moniliasis occurs as ex- 
udative, reddened and sharply-demarcated 
areas of dermatitis. From any of these 
lesions scrapings will show yeastlike spores 
and mycelia microscopically and cultured 
material will produce C. albicans in a- 
bundance. Moniliasis of internal structures 
has been observed in autopsies performed 
on patients who have had long-continued 
antibiotic therapy. 


DISCUSSION 


The logical approach to the problem of 
predicting an individual’s reactivity to pe- 
nicillin would be the discovery of a suitable 
skin test to be employed before the adminis- 
tration of penicillin. However, much clinical 
trial has failed to produce any dependable 
skin reaction with which to predict suscepti- 
bility to systemic reaction ; both intradermal 
and patch test methods have been tried. 
(Patch tests will serve, of course, for predict- 
ing contact type reactions from penicillin). 
Caution should be exercised in administering 
penicillin to any patient who gives a history 
of allergic manifestations such as severe 
asthma, hay fever or cutaneous eruptions of 
questionable origin, particularly urticaria. 
Patients who have reacted to serum or va- 
ccine injection are quite likely to be sensitive 
to penicillin. Therefore, the history of past 
experiences in relation to medication is very 
important in making the decision about pe- 
nicillin therapy. 
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Desensitization to penicillin over a long 
period of time is not feasible in most cases, 
although it has been carried out with some 
success in a few cases (1). Small doses of 
penicillin in increasing amounts are given in- 
tradermally to accomplish the desensitization 
but since several weeks or months are ne- 
cessary for achievement of desired result, 
rarely does the clinician feel that the expense 
and effort are worth the time spent and the 
end result. 


It was hoped that the elimination of 
impurities from penicillin would decrease the 
allergic reactions to penicillin. However, 
even crystalline penicillin G in its purest 
form has been reported by various authors to 
produce reactions in from 2 per cent to 7 per 
cent of the cases in which it is used. At pres- 
ent some promise of help comes from reports 
of the use of penicillin O instead of the G 
strain. Samitz and associates (8) reported 
the use of penicillin O in a case of subacute 
bacterial endocarditis extremely sensitive to 
penicillin G; no cutaneous reaction occurred 
when the O strain was substituted for the 
G strain of penicillin and the therapeutic 
effect of the two was the same. However, peni- 
cillin O does produce allergic skin reactions 
most definitely as shown by Marsh (9), and, 
until the newer strain has been tried more 
extensively, it is impossible to be certain that 
penicillin O will serve as a useful substitute 
for penicillin G in cases of extreme sensitivity 
to the latter. 


Some observers have thought that the use 
of a slowly-absorbed base for the penicillin 
is responsible for the great increase in 
allergic reactions. Most certainly the marked 
increase in cutaneous eruptions following pe- 
nicillin usage has occurred since the advent 
of oil-and-wax and other delayed-absorption 
bases. Penicillin O is administered every 3 
to 4 hours in aqueous solution and the pos- 
sibility presents itself that this return to the 
intermittent form of administration may ac- 
count for its reported low sensitizing po- 
tential. Undoubtedly, there are some in- 
dividuals who react to the vehicle alone and 
these would benefit by the use of the rapidly- 
absorbed aqueous solution of penicillin. 


TREATMENT 


Antihistamine therapy in rather large 
doses has been helpful in the less severe peni- 
cillin eruptions but generally has been dis- 
appointing in the cases who need help the 
most, i.e., the serum sickness type urticarial 
reactions. Procaine intravenously and adre- 
nalin subcutaneously have beneficial effects 
only temporarily; moreover, many contra- 
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indications to the use of adrenalin exist and 
often its effectiveness is lost long before the 
allergic reaction has begun to abate. 


In the experience of the authors, where no 
contraindication exists, ACTH or Cortisone 
(either the injectable or tablet form of the 
latter) constitutes the best method of treat- 
ment. Remarkable and rapid results can be 
obtained by the use of these hormones in 
moderate dosage. 


CONCLUSION 


Because there has been a sharp increase in 
recent years in partial or total disability from 
occurrence of cutaneous eruptions from 
allergy to penicillin, it is suggested that pe- 
nicillin be administered only in those cases 
in which the welfare of the patient neces- 
sitates its use. Pustular dermatoses, fu- 
runcles which could be treated surgically and 
mild febrile disorders of unknown origin are 
conditions for which penicillin is frequentiy 
given and in which penicillin therapy is not 
absolutely necessary due to the availability 
of other medications equally effective and 
far less likely to produce sensitization and 
allergic reactions. 
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From Medical Grand Rounds* 


These notes are abstracts of opinions expressed by 

staff members during case presentations at the Medical 

Grand Rounds of the Pratt Diagnostic Clinic, Boston. 

Fascicular twitching of muscle is of no 
clinical importance if there is no weakness 
or atrophy. 


*Reprinted by permission of The New England Medical Center. 
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CURRENT THERAPY OF UNCOMPLICATED PEPTIC 
ULCER, WITH REMARKS REGARDING DIAGNOSIS 
By John W. Findley, Jr., M. D., Phoenix 


In discussing the therapy of peptic ulcer it 
is assumed that the diagnosis is established, 
but such an assumption is not always valid. 
The physician is much better equipped if he 
is conversant with some of the problems of 
ulcer diagnosis by roentgen ray. 


Except in those few cases wherein an ulcer 
is initially detected by gastroscopic or direct 
examination, the diagnosis always requires 
roentgenologic proof. The examiner cannot 
state authoritatively that an ulcer is present 
unless he is able to demostrate a crater. If a 
crater is seen fluoroscopically, it is nearly 
always possible to record it permanently on 
films by the use of modern techniques that 
allow instantaneous filming with or without 
the simultaneous application of external 
pressure. The finding of deformity of the 
duodenal bulb alone signifies merely that a 
duodenal ulcer has been present at some time 
in the past ; it may or may not exist currently. 
A deformed bulb may not be readily demon- 
strated unless it is observed in the filled 
state, and reluctance of a contracted bulb to 
be distended with barium may be due to 
muscular contraction without inflammation. 
Overactivity of the duodenal bulb sometimes 
leads to a diagnosis of “duodenitis,” a nebu- 
lous clinical entity. Some persons have 
prominent mucosal folds in the duodenum as 
well as in the stomach; unless such changes 
are marked, they are better looked upon as 
normal individual variations rather than as 
evidence of disease. 


DEFORMED BULBS 


It has been estimated that between 20 and 
40 per cent of persons with active duodenal 
ulcers manifest only deformed bulbs without 
craters on roentgen examination (1-3). Of 
course, such figures can be substantiated 
accurately only by the performance of surgi- 
cal or, better, post-mortem search shortly 
after x-ray studies, evidence that is almost 
impossible to acquire. The surgeon often 
cannot differentiate accurately between 
crater and scar, for most current procedures 
do not require opening, excising, or palpating 
the duodenal mucosa. Thus, when deformity 
of the duodenal bulb without crater is de- 
tected, it must be left to the physician to 
interpret this finding in the light of the 
patient’s symptoms and laboratory findings. 

Unfortunately, in a small number of 
individuals with ulcer no abnormality can be 
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demonstrated roentgenographically. It is not 
widely recognized among physicians that 
gastrointestinal roentgen examinations are 
much easier in some patients than in others. 
At one pole is the thin, asthenic woman with 
weak abdominal muscles and a promptly 
emptying stomach; she can be examined 
quickly and accurately. At the other extremi- 
ty is the hypersthenic, tense, thick, muscular 
male whose duodenal bulb is carried high, 
partly behind the ribs, and directed posteri- 
orly. It may be impossible to apply pressure 
to his bulb, and he may have prominent 
mucosal folds among which barium collects, 
occasionally simulating an ulcer crater. When 
one encounters an ulcer patient who has been 
hospitalized and treated adequately for a 
week or more without striking improvement, 
the evidence should be reviewed, for the 
persistence of pain under such circumstances 
is unusual. It may be discovered that the 
pain has a different cause. 


MULTITUDINOUS FORMS 


The multitudinous forms of medical 
therapy of peptic ulcer would not be easy to 
enumerate and are difficult to evaluate. The 
disease is characterized by periodicity ; ulcers 
have a tendency to heal spontaneously. Thus, 
injections of distilled water have been 
reported to afford relief in 55 per cent of 
ulcer patients (4). Although gastric “rest” 
(starvation) relieved symptoms in approxi- 
mately 90 per cent of patients, it was a- 
bandoned as irrational when Cannon and 
Carlson showed that the empty stomach does 
not rest. Forty-eight per cent of untreated 
ulcer patients were reportedly much improv- 
ed over an average period of four years (5). 
These data are mentioned not to minimize the 
usefulness of treatment but rather to empha- 
size the need for circumspection in evaluating 
the perennial new “cures”. 

All ulcer therapy is designed to interfere 
with the action of digestive juices on the are: 
that they have digested, i. e., the ulcer. Mean: 
of accomplishing this may be divided into 
five, some of which are used in combination : 
(1) increase the resistance of the mucosa to 
peptic digestion, (2) cover the ulcer with a 
protective substance somewhat as one would 
bandage an external wound, (3) neutralize 
the gastric acid-pepsin, (4) evacuate the 
gastric juice as it is produced, and (5) 
decrease or eliminate the secretion of acid- 
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pepsin. Increasing the mucosal resistance is 
not a promising field of endeavor, for only 
a small proportion of ulcerous persons 
present evidence of malnutrition, presumably 
the only therapeutically amenable cause of 
decreased resistance. 


THEORETICAL METHOD 


Another theoretical method would be to 
cover the ulcer with some material so that 
it would not be exposed to the corrosive 
gastric secretions. This has been attempted 
vith adequate clinical results albeit without 
proof that the ulcer was covered. Eugenol, 
which irritates the gastric mucosa and causes 
it to secrete mucus, has been used on the basis 
of this rationale. It was hoped that it might 
irritate only the non-ulcerated areas and that 
the secreted mucus would be deposited on the 
ulcer (6). 


The other three methods involve the ef- 
facement of acid. Present-day therapists 
differ in the importance assigned to acid in 
the pathogenesis and persistence of peptic 
ulcer. Some believe that the pH of the gastric 
contents is of little consequence; some feel 
that partial acid neutralization is desirable; 
and others are of the opinion that the acid 
should be completely neutralized. The present 
author finds the latter view most acceptable. 
There is abundant evidence that acid is an 
important factor in both the cause and 
manifestations of the disease, particularly 
when the lesion is located in the more 
common site, the duodenum. For example, 
persons with duodenal ulcers manufacture 
far more acid on the average than ulcer-free 
individuals (7), and patients with severe 
ulcer disease as a rule have significantly 
higher acid productions (8). 


RELIEF OF SYMPTOMS 


Although the relief of symptoms and even 
the disappearance of the crater appear to 
require similar lengths of time with the use 
of almost any modern program, there is 
evidence that recurrence-times are most 
prolonged in regimens that involve acid 
neutralization that is as complete as possible 
(9). Therefore, both laboratory and clinical 
observations appear to substantiate the view 
that acid neutralization is valuable. 


ACID NEUTRALIZERS 


Although new acid neutralizers have been 
and are put forth frequently, the strides 
forward since Sippy introduced his farnous 
program approximately 40 years ago have 
been modest. All antacids have the disad- 
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vantages of requiring hourly administration 
to be effective and of causing some rebound 
increase in acid secretion, and many cause 
other disturbances such as constipation or 
diarrhea. A number of the substances in this 
category have a satisfactory effect if the 
patient is willing to take them often enough 
and over a long enough period of time. None 
of the more recent neutralizing agents has 
been consistently more useful than time- 
honored calcium carbonate and magnesium 
carbonate. Neither is absorbed appreciably, 
and both are cheap—a factor which should 
not be ignored. Calcium carbonate can cause 
constipation, and magnesium carbonate can 
cause diarrhea, but when properly combined 
for the individual patient, i.e., when usually 
one to six of the two to four gram hourly 
doses of calcium carbonate are replaced with 
magnesium carbonate, bowel movements are 
normal. Sodium bicarbonate is a slightly 
more effective antacid because it is soluble 
and therefore acts more quickly, but since it 
is absorbed and causes alkalosis, it is of little 
use. Tablets containing both calcium and 
magnesium are often unsatisfactory since the 
effect on the bowel must be individualized. 
Furthermore, powders are somewhat more 
effective than tablets; the latter may trav- 
erse the stomach before disintegrating com- 
pletely. Tribasic calcium phosphate, mag- 
nesium trisilicate, aluminum hydroxide and 
aluminum phosphate all usually give satis- 
factory clinical results, althought they are 
somewhat less effective in raising the pH 
of the gastric contents (10). Occasionally 
one encounters a patient with an irritable 
bowel who cannot tolerate calcium or mag- 
nesium carbonate; aluminum hydroxide or 
phosphate is then more satisfactory. The 
dose is 8 cc. hourly until the ulcer is healed, 
then gradually less. Anion exchange resins, 
detergents and protein hydrolysates seem to 
offer no advantages; undigested protein is 
as effective and much more palatable than 
digested protein, and its cost is only a 
fraction. None of the antacids is consistently 
effective for longer than an hour at a time, 
and since the stomach habitually empties 
itself it is not likely that a long acting acid 
neutralizer can be devised. 


MILK AND CREAM 


In practice, three or four ounces of milk 
and cream, whole milk, or (for obese 
patients) skim milk is given along with these 
compounds, although its pH-raising effect 
is minimal. It makes little difference whether 
the milk and cream are given simultaneously 
with the acid neutralizing agent or staggered 
between doses so that one or the other is 
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consumed each half hour. Although inade- 
quate for acid neutralization, milk and cream 
are very bland and contain protein of the 
highest quality, along with sufficient calories 
for a short time. 

Gastric suction comprises a direct ap- 
proach to the problem of removing acid from 
the ulcer. Although impractical for long 
periods it is occasionally very useful for 12 
to 48 hours or for a few nights in patients 
who have severe pain or vomiting. If the 
fluid collected is titrated for free acid, useful 
prognostic data may be obtained as well, for 
it has been shown repeatedly that, although 
nearly all duodenal ulcer patients produce 
abnormally large amounts of acid, those with 
complications tend to manufacture even 
greater quantities, often more than 3000 
milligrams of hydrochloric acid between 8 
P. M. and 8 A. M. (8). Gastric intubation 
in such individuals is of course especially 
likely to produce alkalosis unless sodium or 
ammonium chloride is administered concomi- 
tantly. Hypokaliemia does not occur within 
48 hours unless potassium has been lost prior 
to the intubation. Patients who have had se- 
vere ulcer pain with or without vomiting do 
not object to the comparatively minimal 
discomfort of a tube. 


EQUALLY EFFECTIVE 


A more physiologic and therapeutically 
equally effective use of the tube consists of 
the treatment devised by Winkelstein (11). 
In this a solution of aluminum hydroxide gel 
diluted with three or four parts of water or 


milk is dripped continuously or _ inter- 
mittently into the stomach for at least three 
days. Other preparations can be used simi- 
larly. 

A fifth method for decreasing the action 
of acid gastric juice on an ulcer is to decrease 
its secretion. In this phase of treatment the 
traditional cornerstone is rest of both the 
mind and the body. The effectiveness of rest 
has been observed clinically on innumerable 
occasions, although it has not been quan- 
titated by secretion studies; it is not feasible 
to measure gastric secretion in an individual 
who is going about his daily routine. Even 
sleeping duodenal ulcer patients may secrete 
enormous quantities of acid. It is known that 
the discussion of emotionally disturbing data 
may be accompanied by an increased out- 
pouring of acid (12). 


REASONS FOR DIET 


The reasons for imposing a diet on an 
ulcerous patient are (1) to decrease his acid 
secretion by eliminating foods that stimulate 
it and (2) to avoid substances that may 
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directly irritate the ulcer. Caffeine and 
alcohol are potent gastric parietal cell stimu- 
lants, and it is obviously reasonable to 
eliminate them. Certain other foods, such as 
meat and meat extracts are secretagogues, 
and are best withheld for a limited period. 
Other interdicted foods are those that might 
be expected to traumatize the ulcer directly 
because of their high content of indigestible 
or chemically irritating substances, such as 
celery and fruit juices. It should be ac- 
knowledged that part of the dietary therapy 
has an entirely justifiable psychological 
basis. If the patient is given no food other 
than milk and cream for two or three days 
and then other foods are gradually awarded, 
he then has an apparent gauge of improve- 
ment and does not become impatient so 
readily. An important reason for early ulcer 
“recurrence” is that the patient discontinues 
treatment entirely after the pain is gone, 
although the ulcer has not completely healed. 
Slow relaxation of dietary restrictions 
permits maintenance of morale during the 
first weeks and months of treatment. Sippy 
must have been mindful of psychological 
implications when he minutely detailed his 
dietary program, for, as Hurst stated (13), 
“Tf a certain diet is suitable for a certain day, 
it is absurd to assume that every ulcer... 
will have improved in twenty-four hours to 
just the degree which justifies the addition 
of an egg or a Zwieback to the diet.” Any 
physician who cares for ulcer patients de- 
ceives himself if he deprecates the advantage 
of gradual dietary expansion. 


RADIATION THERAPY 


Radiation therapy has been employed by 
Palmer and his co-workers for the past 
approximately 17 years (14). Usually 1600 
to 2200 “r” have been directed to the gastric 
fundus through anterior and posterior por- 
tals. Ill effects have not been encountered. 
Damage to the parietal cells is achievd <0 
that acid secretion is appreciably reduced, 
nearly always by more than 50 per cent 
(measured in response to histamine) and 
often to zero. Such reductions may be 
transient, but pretreatment secretion leve's 
often do not return. The treatment is used 
as an adjunct to a Sippy type of regimen; 't 
is not intended to replace other forms cf 
therapy. As would be expected, immediaie 
therapeutic effects do not seem to differ 
significantly from those of other treatments, 
but recurrence rates are reduced. 


GASTRIC LAVAGE 
Ulecerous individuals would be fewer if it 


-were not so difficult to eliminate or neutral- 
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ize the nocturnal acid secretion. Gastric 
lavage at bed time has been performed by 
thousands of dedicated patients for years, 
but the gastric contents are rendered in- 
nocuous only for the moment. Alarm clocks 
are used to remind patients to take medicines 
during the night, and a gastric tube can be 
left in situ, but there is not yet a satisfactory 
agent for long-term use. Thus, the most 
active research field in ulcer therapy is that 
concerned with gastric secretory depression. 
Phenobarbital is widely used, although no 
ffect on secretion has been shown. However 
it may tend to prevent some of the sporadic 
mental turmoil which may be associated with 
inereases in secretion and mucosal turgor. 
\tropine and the currently popular methan- 
theline bromide (Banthine R) usually raise 
ihe pH of the gastric contents, but doses large 
enough to produce dryness of the mouth are 
required, and the effect is unpredictable. 
They are helpful by slowing gastric emptying 
allowing more time for antacids to exert 
their effect, as much as by depressing se- 
cretion. Clearly effective pharmacologic 
agents are being developed and evaluated 
rapidly (15). Unfortunately, the effective 
ones have undesirable side-effects and 
require parenteral administration. For exam- 
ple, hexamethonium iodide, a ganglion block- 
ing salt, depresses acid secretion when given 
intramuscularly and is potentially useful in 
reducing the night secretion, although it 
produces postural hypotension (16). Yet, it 
does appear that the day is drawing nearer 
when a substance will be devised that has 
the single effect of “turning off’’ the parietal 
cell secretion. When and if that day arrives, 
peptic ulcer may be expected to go the way 
of lobar pneumonia. 
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Magnetic Sound-On-Film Will Aid 
Medical Teaching 


The addition of a magnetic iron stripe to 
16mm film will produce a small revolution 
in all education, according to Dr. David S. 
Ruhe, director of the Medical Audio-Visual 
Institute of the Association of American 
Medical Colleges. 

The magnetic stripe is a recent technical 
development which allows amateur film pro- 
ducers to convert silent film footage into 
sound movies easily and inexpensively. 

Writing in the May 1952 issue of The 
Journal of MEDICAL EDUCATION, Dr. 
Ruhe goes on to say that in medical educa- 
tion this revolution is coming very soon. 
Rapid advances of medical research projects 
make constant editing of teaching films 
necessary in order to prevent obsolescence. 
This problem now becomes greatly simplified. 

Making use of the same procedure as the 
tape recorder, the stripe makes possible great 
flexibility in commentary. Medical teachers 
will be able to adapt sound stripes to differ- 
ent audiences. For example, a film used for 
medical students may be “erased” and re- 
recorded for use with a group of nurses. 

Cost of the magnetic iron stripe will be 
somewhat less than the titles of a silent film, 
Dr. Ruhe says. 





Stanley Drug Products, Inc., of Portland, 
Oregon, has been licensed by Hoffmann-La 
Roche to manufacture Isoniazid, the new 
drug being used in the treatment of tubercu- 
losis. According to E. A. Bachman, president 
of Stanley Drug, Isoniazid will be distributed 
nationally but sold only on prescription. 





Page 408 


THE ROLE OF SURGERY IN PULMONARY TUBERCULOSIS 
By Manley B. Cohen, M. D., El Paso 


Surgery has become a very important part 
of our armamentarium in our constant effort 
to control, if not eradicate, pulmonary tu- 
berculosis. Detweiler first made clear the 
importance of bed rest in 1878. Since the 
demonstration of the tubercle bacillus by 
Koch in 1882, we have gained ever increasing 
knowledge of the disease process. Yet, 
despite the introduction of various collapse 
measures, the excision of foci of disease, and 
our growing list of “wonder drugs,” bed rest 
remains the basic treatment. The use of 
additional measures are a means of en- 
hancing the curative effect of bed rest. 


There is a growing tendency to avoid the 
so called “medical collapse measures” such 
as pneumothorax, pneumoperitoneum, and 
phrenic nerve crush. These are still excellent 
procedures in properly selected cases. Major 
surgical collapse has grown in favor rapidly, 
first because of the high percentage of 
effective and prolonged arrest of the disease, 
and second because as our knowledge of body 
requirements in disease has increased and 
our techniques have been perfected, the 
mortality and morbidity due to surgery have 
been markedly reduced. 


OTHER ANTIBIOTICS 


Then, too, with the advent of streptomycin 
and other antibiotics, a large number of 
patients hitherto hopeless, have been im- 
proved to the point where surgery may not 
only be employed safely, but also effect an 
arrest of the pulmonary tuberculosis. The 
antibiotics have also been extremely valuable 
in providing protection against spread, 
reactivation, bronchopleural fistula and 
empyema following excisional therapy. 
Murphy (1) among others, has shown that 
the antibiotics are of no value as a routine 
prophylactic measure during thoracoplasty. 
On the other hand, the routine use in ex- 
cisional procedure has proven immensely 
valuable. (2). Prior to the streptomycin 
era, 229 resections were performed by Over- 
holt and his group (3). Complications oc- 
curred in 39 per cent. With the use of strep- 
tomycin, complications appeared in only 16 
per cent of 208 resections. 


The major surgical collapse measures are 
thoracoplasty and extrapleural collapse. 
Cavity drainage also is useful in selected 
pateints. More recently, there has been great 
enthusiasm for excisional therapy. 
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PREOPERATIVE CONSIDERATIONS 


Our ability to obtain excellent results with 
major surgery in pulmonary tuberculosis, 
and our low mortality and morbidity is 
directly dependent on our careful evaluation 
of the disease process and the restoration of 
the physiologic state as nearly normal as 
possible. It is important to select the proper 
time to operate. The disease process should 
be unilateral. In certain bilateral cases, 
where the disease is limited, controlled, or 
quiescent, we may also expect good results. 
The patient must have shown a certain 
ability to control his disease. If he does this, 
the surgery may be undertaken when the 
disease shows signs of stability, or at least 
improvement in some few cases where the 
risk of delay is considered too hazardous. 

Adequate restoration of electrolytes and 
blood volume are essential prior to surgery. 
It is generally recognized that the average 
patient with tuberculosis has a 15 per cent 
reduction of blood volume (4, 5). This must 
be replaced. During surgery, adequate re- 
placement of blood loss is essential. It is 
surprising how easily this loss may be un- 
derestimated. The average blood loss during 
a first stage thoracoplasty approximates 
1500 c.c., other stages 500-1000 c.c. Re- 
section surgery may lead to a blood loss of 
2000-3000 c.c. and more. It is true that less 
blood may be used, and many patients do 
well. However, there is no doubt that the 
patient with a normal blood volume will 
withstand surgery better and recover more 
rapidly. 


THORACOPLASTY 


Thoracoplasty has proven our most ef- 
fective surgical measure over the years. in 
properly selected cases, good results may be 
expected in 80 per cent or more of patients. 
In our own series 86 per cent are well and 
have a negative sputum. Our results have 
improved with time even though the indi- 
cations for operation have widened to include 
apparently less favorable cases. A gradual 
evolution has occurred since the one stage 
posterior thoracoplasty of Sauerbruch. The 
high mortality and morbidity accompanying 
this operation lead to the modern multistage 
procedure. In addition, more radical removal 
of ribs now is advocated. The operative 
mortality today is less than 3 per cent per 
patient, and less than 1 per cent per thora- 
coplasty stage. 

The aim of this operation is to obtain an 
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adequate collapse, and yet conserve as much 
pulmonary function as possible. Thora- 
coplasty is indicated for cavernous disease of 
the upper lobe and of one lung with either 
an apparently normal contralateral lung or 
me in which the disease process is at least 
quiescent. In certain instances, it may be 
undertaken in the hope of improvement and 
vith the knowledge that resection may follow 
‘ater. Thoracoplasty is no longer indicated 
as a definitive procedure where a cavity is 
zreater than 4 cm. in diameter. It is useless 
to attempt to follow these cavites down to the 
point where one is obliged to do almost a 
complete thoracoplasty. It is preferable in 
such cases to confine the operation to the 
removal of six or seven ribs. Then, if the 
cavity still persists, a resection is done. 
Thoracoplasty is also indicated to conserve 
and increase the function of remaining lung 
tissue following resection, in the face of lung 
destruction, and for the obliteration of an 
empyema space. 


CONTRAINDICATIONS 


Thoracoplasty is contraindicated in the 
following: (1) extensive contralateral active 
disease, (2) basal cavities, (3) tuberculomas 
or inspissated cavities, (4) tuberculous in- 
volvement of the trachea or bronchus, (5) 
bronchial stenosis, (6) bronchiectasis, (7) 
inadequate respiratory reserve, (8) associ- 
ated severe organic disease. Relative contra- 
indications are: (1) minimal disease, (2) 
cavities 4 cm or greater (3) exudate tubercu- 
losis, (4) childhood and adolescence, (5) ad- 
vanced age. 


The complications of thoracoplasty in the 
main, may be avoided by exacting operative 
techniques. Hemothorax, should it occur, if 
aspirated early and often enough rapidly 
disappears. Wound infection which occurs 
seldom today, will rarely be a problem if 
early drainage and antibiotics are quickly 
instituted. Excessive paradoxic motion may 
be extremely serious and lead rapidly to cor 
pulmonale. This may be avoided by careful 
attention to the degree of paradoxic motion 
seen at surgery, and limiting the operation to 
the excision of that number of ribs where 
paradoxic motion becomes apparent. No 
patient will be lost because of paradoxic 
motion if less rather than more ribs are 
removed at any one stage. Excessive post- 
operative pain, limitation of shoulder motion, 
and scoliosis can be avoided almost: com- 
pletely by the judicious use of muscle and 
postural exercises started inmediately after 
surgery. Occasionally, intercostal nerve 
block may be necessary to allay pain, and 
rarely intercostal neurectomy. In a few 
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cases, other surgical procedures such as 
further resection of ribs or the tip of the 
scapula, or musculoplasty may be necessary. 
Poor respiratory reserve following thora- 
coplasty, will be avoided if patients are given 
the benefit of careful clinical evaluation and 
adequate pulmonary function studies. 


EXTRAPLEURAL PROCEDURES 


Tuffier (6) first publicized extrapleural 
collapse in 1891. The extrapleural space is 
maintained by various means, such as: air, 
saline solution, oil parrafin, fat, muscle, and 
plastic substances. Despite attempts to 
revive the extrapleural operation periodic- 
ally, the uniformly poor results obtained and 
the severe, frequently fatal, complications 
which may occur, leaves much to be desired. 
Infection of the extrapleural space, either 
late or early, is difficult to control by any 
means. Perforation of thoracic vessels or 
the tracheobronchial tree has resulted in 
sudden death. About 50 per cent of patients 
may be expected to become sputum negative, 
during the first year following surgery. As 
time passes, the conversion rate falls and 
more complications appear. The procedure, 
however, does have a limited application, 
particularly among those patients with poor 
respiratory reserve. Overholt and Wilson 
(7) have recently modified this procedure, 
utilizing a subperiosteal extrapleural space. 
If the patient is sputum negative at the end 
of 6 months, the plomb is removed and the 
stripped ribs are excised. If the patient has 
a positive sputum, a pulmonary resection is 
performed. Whether the severe complications 
of the classic extrapleural operation will be 
avoided, and whether the results will warrant 
its continued use, only time will tell. 


There is also a very limited group of cases 
where cavernostomy may be of value. On 
the other hand, the Monaldi type of drainage 
is now all but abandoned. 


PULMONARY RESECTION 


Tuffier (8) in 1891, performed the first 
successful resection for pulmonary tubercu- 
losis. In 1942, there were 29 reported pneu- 
monectomies for tuberculosis with a mortali- 
ty of 46 per cent, and 51 lobectomies with 
a mortality of 25 per cent (9). As the tech- 
nique of surgery and the care of the patient 
improved, and with the introduction of strep- 
tomycin, in 1944 (10) pulmonary resection 
now is performed with such safety, that it 
must be integrated with any surgical program 
in the care of tuberculosis. Many enthusiasts, 
in fact, believe that resection has already 
replaced thoracoplasty as the operation of 
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choice. Whether this will prove to be true 
or not is difficult to state at this time. The 
mortality with resection has been reduced to 
5-10 per cent. However, the complications 
are more severe and in greater number than 
with thoracoplasty. Although with the use 
of streptomycin and other antibiotics, the 
incidence of bronchopleural fistula and 
empyema has been reduced greatly, these 
complications still occur in 5-10 per cent or 
more of cases in most reported series (11). It 
must be admitted, however, that both mor- 
tality and morbidity, as well as the per- 
centage of cases being controlled or arrested 
are approaching those of thoracoplasty. Until 
such time that resection shows better results 
than thoracoplasty, it cannot be considered 
to have replaced a proven operation. Over- 
holt’s recently reported series of 208 cases 
of resection, from 1947-1950, reveals pneu- 
monectomy to have a mortality of 6.5 per 
cent, lobectomy 2 per cent, and segmental 
resection 4 per cent. All these cases were 
treated with streptomycin. At the time of 
publication, 89 per cent of the patients were 
well and had a negative sputum (3). The 
followup period, however, is short. How 
many will remain well is yet to be de- 
termined. Sweet (12) has shown that the 
percentage of good results with resection 
diminishes rapidly over a five year period. 
In our own small series of 26 resections, 
1948-1950, there were 2 deaths. There are 16 
patients who are completely well and with 
a negative sputum. Five patients are mark- 
edly improved and 4 require further surgery. 
These are gratifying results when one con- 
siders that 16 of the patients had con- 
tralateral disease at the time of resection. 


DIFFICULT LISTING 


It is difficuit to list all the indications and 
contraindications for resection at this time 
because these are changing rapidly with our 
increasing experience. The following in- 
dications are the most widely accepted: (1) 
major bronchial stenosis, (2) bronchiectasis, 
(3) large or giant cavities in the upper lobe, 
(4) cavities in the lower lobe, (5) tuberculo- 
mas or inspissated cavities, (6) thora- 
coplasty failures, (7) atelectatic, or retracted 
fibrotic lobes, (8) where preservation of 
pulmonary function is essential. The con- 
traindications are: (1) extensive contralate- 
ral disease, (2) inadequate respiratory re- 
serve, (3) associated severe organic disease, 
(4) advanced age. 


SUMMARY 


(1). The place that surgical procedures 
occupy in our armamentarium has been in- 
dicated. 
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(2). The indications, contraindications 
and complications have been discussed to- 
gether with the results that may be expected. 

(3). Consideration has been given to the 
proper selection of patients and their pre- 
operative and postoperative care. 

(4). The thesis is maintained that an- 
tibiotics and surgery are only adjuncts to 
basic treatment. by bed rest. 
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American Academy of Ob-Gyne. 
dolds First Clinical Session 


The ‘irst Annual Clinical Session of the 
American Academy of Obstetrics and Gyne- 
cology will be held Dec. 15-17 at the Palmer 
House, Chicago. 

The meeting will feature six general 
sessions and 48 discussion groups of 4) 
Fellows each. There also will be at least 15 
new scientific exhibits and about 60 technical 
displays. 

The annual banquet Tuesday evening, 
Dec. 16, will feature an address by the 
retiring president, Carl P. Huber of Indi- 
anapolis. The first truly national organi 
zation in its field, the Academy was incorpo- 
rated Aug. 14, 1951, and already has some 
2400 qualified fellows. 

Election of officers will take place at the 
annual business meeting Tuesday morning. - 

Program chairman is Ralph A. Reis 0! 
Chicago. 





